Patient Background

Tier 4

45 year old female
25 ER visits

24 physicians

AN NN NN

PCP Health Home Flow Chart

10 IP admits including 6 readmit, $22,224 IP spend

smoker, chronic pain, depression

$49,321 total spend

AN

$2359 Rx spend 7.3 Rx/mo., 12 chronic drug classes

Recipient qualifies
for Health Home
participation and
using CDPS is placed
in Tier 4

Based on her
previous
relationships of care
she is assigned a
Health Home.

Recipient agrees to
see HH mental health
professional team
member

Care manager
establishes
appointments with
mental health
professional and
pharmacist; recipient
history and goals
provided; and
develops follow-up
contact with
recipient

\l/

Designated Provider
determines mental
health professional

evaluation is needed.

Designated provider
reviews remaining
chronic conditions
and determines if
additional tests are

needed.

HH Mental Health
Professional provides
recipient follow-up
information to care
manager and
requests one week
follow-up contact

Designated provider,
recipient and care
manager develop

recipient plan of care

for all conditions.
Care Manager
establishes regular
contact with
recipient. Plan of
Care and goals are
documented in the
EHR

HH reviews
recipients EHR and
DSS claims and
contacts the
recipient and
schedules an appt.

Depression
screening
positive?

Hx of anxiety, asthma, epilepsy, hypertension, low back, Musculoskeletal, sleep disorder, substance abuse,

Prior to recipient’s
appointment, EHR is
printed/flagged to
highlight alerts and
reminders

Recipient arrives for
the appointment, a
routine depression
screening is
conducted, other
tests are conducted
as necessary and
medication reviewed

HH Care Manager
contacts recipient
one week later to
assess compliance

with mental health
follow-up plan and
address further
questions

HH Pharmacy team
member reviews HH
recipient medications

Review
shows
issues?

Medications
reconciled and

Flag EHR to check
medication annually.

education provided

Care Manager
continues to work

with patient to meet
the goals of the
established care

plan. All actions are

documented in EHR.



